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Abstract
Despite evidence regarding the value of palliative care, there remains a translation-to-practice gap in the
intensive care setting. The purpose of this article is to describe challenges and propose solutions to palliative
care integration through the presentation and discussion of a critical care patient scenario. We also present
recommendations for a collaborative palliative care practice framework that holds the potential to improve
quality of life for patients and families. Collaborative palliative care is characterized by close working
relationships with families, interprofessional intensive care unit healthcare teams, and palliative care specialists.
The shortage of palliative care specialists has become a pressing policy and practice issue and highlights the
importance of increasing primary palliative care delivery by the intensive care team. Underexplored aspects of
collaborative palliative care delivery include the interprofessional communication required, identification of key
skills, and expected outcomes. Increased recognition of intensive care unit palliative care as a process of
engagement among nurses, providers, patients, and their family members heralds a vital culture shift toward
collaborative palliative care. The interprofessional palliative specialist team has the expertise to support
intensive care teams in developing their primary palliative skills and recognizing when specialist palliative
care support is required. Promotion of strategic palliative care delivery through this collaborative framework has
the potential to decrease suffering among patients and families and reduce moral distress among healthcare
professionals.
There have been numerous calls for policy changes to improve the quality of end-of-life care in the United
States.1-4 In the intensive care unit (ICU), interprofessional teams of palliative care specialists (who provide
subspecialty palliative care) are consulted in ICUs to work with patients with serious illness and their families to
facilitate collaborative patient- and family-centered decision making, improve symptom management, and
provide support to patients and families.5,6 However, palliative care specialists may be underused in the ICU,710
in part because of a shortage of palliative care specialists.11 Given that early and ongoing palliative
care throughout a patient's illness trajectory has been shown to be beneficial to patients and families, many ICU
patients, not just the most complex critically ill, may benefit from this holistic approach to care.12
To meet the immense need for palliative care in ICUs, interprofessional ICU teams must develop
primary palliative care skills, also called basic palliative care or generalist palliative care, and integrate these
skills into their practice to support patients and families in less complicated cases or when palliative
care specialists are not consulted.5,6,12 We will use the term primary palliative care in this article, defined
as palliative care delivered by healthcare professionals who are not palliative care specialists working within the
subspeciality of palliative care.6 Primary palliative care includes discussions about goals and values with patients
and their families, assessing and intervening to address distressing symptoms, and incorporating support
resources such as spiritual support professionals, social workers, or child life specialists, who can address a
variety of patient and family psychosocial needs.13 Importantly, integrated palliative care is a model in which ICU

healthcare professionals practice primary palliative care and consult palliative care specialists who provide
subspeciality palliative care to address the complex needs of patients and families in the ICU setting.13 In a
recent survey of 181 physicians, nurses, administrators, and other ICU healthcare professionals, 78% reported
that integrating palliative care was important; however, these professionals also reported barriers to
integrated palliative care in the ICU, including a lack of confidence in their own palliative
care skills.8 Furthermore, although primary palliative care is an expectation and best practice,14 there is limited
understanding of how ICU teams conceptualize and deliver primary palliative care to patients and families in the
ICU setting. A lack of metrics for organizations to determine the quality and quantity of primary palliative
care delivery in the ICU is further indication of a gap in translation to practice.15
The purpose of this article is to describe challenges and propose solutions to palliative care integration through
the presentation and discussion of a critical care patient scenario. We also present a collaborative palliative
care practice framework that holds the potential to improve quality of life for patients and families.
Collaborative palliative care is characterized by close working relationships with patients and their families,
interprofessional ICU teams, and palliative care specialists.

SETTING THE STAGE: A PATIENT CASE
The following scenario illustrates missed opportunities to support a critically ill patient and his family using both
primary and specialty palliative care. This case is based on a compilation of the authors' clinical experiences in
the ICU setting.
Henry is a 63-year-old man with end-stage liver disease who is ineligible for a liver transplant. He has been
resistant to advance care planning discussions initiated by his primary care providers and specialists. Henry was
recently hospitalized for altered mental status and experiences a respiratory arrest on a medical floor. He
undergoes endotracheal intubation and is admitted to the ICU, where he remains on mechanical ventilation,
continuous dialysis, and vasopressors. The nurses recognize signs that Henry is deteriorating and begin to worry
about whether he will survive his ICU stay.
Henry's wife, Betty, now makes all medical decisions on his behalf. His status remains guarded and Henry's wife
is struggling to cope with the situation. The nurses are challenged with supporting Betty while managing the
patient's labile blood pressures that require minute-to-minute assessment and intervention. Betty is tearful,
interacts minimally with the staff, and spends most of her time in the corner of Henry's ICU room or in the
waiting room. Her adult children visit infrequently. The nurses are having difficulty making a connection with
Betty and are uncertain of the best support resources to help her cope.
One nurse is finally able to converse with Betty during the night shift. The nurse identifies that Betty is suffering
physically, emotionally, spiritually, and socially. Betty expresses that she is feeling extreme fatigue, and has no
friends or family who can help with day-to-day activities at home. She also reveals that her 4 children have a
difficult relationship with Henry because of his alcoholism, which is why they rarely visit. Betty talks about the
comfort she gets from going to her church, but mentions that she stopped attending services when Henry's
illness worsened as she was worried about leaving him alone due to his intermittent confusion. Betty has been
questioning her relationship with God and cannot make sense of why this situation is happening to her. She
feels alone and isolated and misses better days with Henry. She tells the nurse that they had been planning their
50th wedding anniversary with a trip to Paris; however, now she does not even know if he will live. After this
revelation, she begins sobbing uncontrollably. In the midst of this conversation, the nurse's attention is diverted
to a long list of immediate caregiving activities for Henry. She notes he is grimacing with every nursing care she
performs. As she is also concerned about Henry's pain management, the nurse makes a note to herself to tell

the day shift nurse to ask the ICU team to initiate a palliative care consult for pain management and family
support.
The next day, when the day shift nurse asks for a palliative consult, she is told by the attending that it is too soon
to get palliative care specialists involved. The ICU attending explains that he has been rounding daily with Betty
and that Betty is able to perform her role as Henry's decision maker. Because the attending perceives that Betty
is confident about the goals of care, he does not think a palliative consult is appropriate at this time. The day
nurse is swept up with other pressing tasks and misses the opportunity to communicate in detail to the
attending the concerns of the night shift nurse that arose from her conversation with Betty. The night shift nurse
returns the next evening for her shift and is upset that a palliative specialist was not consulted. She experiences
moral distress because she feels, as Betty and Henry's advocate, she was unheard and asks the charge nurse to
assign Henry to a different nurse.
The ICU team's service has a heavy volume of families requiring decision-making support. Intensive care unit
providers continue to round with Betty and have been honest with her that Henry is unlikely to survive. Henry
makes a few small improvements in the next few days, and then his status begins to wane again. The ICU team
revisits goals of care discussions but Betty does not want to stop any treatment; she feels that Henry would
want everything done no matter what. The ICU team asks Betty to reconsider a Do Not Resuscitate order, but
she insists Henry remain a full code. The ICU provider team continues to focus on aggressive care, hoping that in
time, Betty will accept the inevitable outcome. Henry remains unresponsive on life support for the next 3
months without palliative care specialist involvement. As time goes by in the ICU, there are fewer meetings with
Betty and the ICU team. Betty becomes more and more withdrawn and spends most of her time outside the ICU
in the waiting room. One day, Betty asked the nurse caring for Henry if he was suffering. The nurse responded
that she was not sure, but that he was grimacing frequently despite his continuous pain medication infusion.
Betty nods and begins to cry.
Henry eventually experiences cardiopulmonary arrest and dies despite resuscitation efforts. Henry's original
night nurse observes this futile attempt to resuscitate him, experiences profound moral distress again, and
considers leaving her job at the hospital. After her husband's death, Betty experiences anxiety, depression, and
complicated grief due to her concerns about Henry's suffering and the daunting financial obligations for his
prolonged stay in the ICU.

CASE ANALYSIS
Scenarios similar to this are all too common in the ICU setting. Prolonged, aggressive treatment that ends in a
long-anticipated death can be traumatic for patients, families, and healthcare professionals. In this scenario, the
ICU team offered Betty limited primary palliative care by identifying Betty as a decision maker and involving her
in a discussion of the patient's values and goals when making a decision about code status. However, other
aspects of primary palliative care went unaddressed, such as adequate pain management for Henry, and Betty's
spiritual, emotional, physical, and social quality of life concerns. In the presented scenario, it was apparent early
on that medical reality was unlikely to align with family hopes. In addition, family distress over decision making
and lack of adequate team support led to a fracturing of team morale. Involving palliative care specialists earlier
in Henry's ICU stay and/or in ICU team discussions about strategies to promote primary palliative care for Henry
and his wife may have facilitated more collaborative decision making and, ultimately, a more holistic approach
to patient and family support.
Our scenario illustrates a theme in the ICU nursing literature: nursing concerns about patient suffering that lead
to nurse moral distress16-19 and burnout.20 Interprofessional collaboration among palliative care specialists and
ICU teams has the potential to reduce prolonged patient suffering, decrease nurse and physician moral distress,

increase consideration of support resources for patients and families, and lead to more patient and family
engagement.21-23 There was a clear need for subspeciality palliative care in this scenario; however, throughout
the case, the wife would also have benefited from a more collaborative, interprofessional approach to
primary palliative care. A collaborative approach to palliative care would have addressed many of the challenges
presented in our scenario and is a vital area for research, practice improvement, and policy development to
promote routine, high-quality palliative care in the ICU.

CONNECTION TO THE LITERATURE
The social, professional, and financial ramifications of missed palliative care opportunities for patients, families,
healthcare professionals, and organizations are far-reaching. An important aspect of palliative care is helping
families navigate challenging medical decisions. End-of-life decisions become increasingly complicated as lifeprolonging technology continues to advance. Notably, a quarter of US healthcare spending is allocated to the
small percentage (6%) of individuals who die each year.24 Disproportionate end-of-life healthcare costs may be
related to delayed or prolonged decision making about life-sustaining treatments.3
A nationwide shortage of palliative care specialists11 requires increased emphasis on primary palliative care in
ICU settings. It is imperative to educate ICU professionals on how to integrate the philosophy of palliative
care into their clinical practice.1 Although a good starting point, educating individual healthcare professionals
about the principles of palliative care may not be enough to change the culture of ICU practice. Interprofessional
ICU teams must learn how to collaboratively identify and address the complex social, spiritual, emotional, and
physical needs of patients and their families throughout the illness trajectory. Furthermore, ICU teams with a
shared understanding of palliative care philosophy may be more likely to involve palliative care specialists when
patient and family needs are beyond their expertise.13,14
To shift ICU culture toward integrated and collaborative palliative care, all stakeholders involved in the process
need to have a voice.22,25 Interprofessional dialogue is the first step in identifying best practices (or lack thereof)
and formulating new directions in research and implementation science that support acceptable and sustainable
practice changes. In our scenario, greater communication among nurses and physicians about the palliative
care needs of the patient and his wife may have reduced nurse moral distress, even if family decision making
and final clinical outcomes were unchanged. There is a need to collaboratively develop policies that support all
healthcare professionals in their efforts to deliver compassionate, holistic ICU care that is consistent with patient
and family goals.
There is a growing body of evidence supporting palliative specialist involvement and palliative integration in the
ICU.9,26-29 In a recent cluster randomized crossover trial in a medical ICU, patients in the intervention group who
received an early palliative care consultation (within 48 hours of ICU admission) had significantly more transfers
to hospice care, fewer ventilator days, and fewer readmissions to the hospital compared with patients receiving
usual care.27 In a systematic review and meta-analysis of terminally ill patients in the ICU, those in the
intervention group receiving palliative care experienced 2.5 fewer days in the ICU compared with usual care.30 In
another systematic review of advance care planning and ICU palliative care interventions, findings revealed a
trend toward fewer ICU admissions and less time spent in the ICU.31 Importantly, there is evidence that palliative
specialist involvement may reduce ICU mortality30 or does not influence ICU or in-hospital mortality27,32 when
compared with usual care, suggesting that palliative care does not hasten death. From a cost perspective, Ma et
al27 found that there were lower MICU and pharmacy operating costs for those who received an
interprofessional early palliative care intervention. Furthermore, in a cost evaluation study, 5 of 8 studies
demonstrated a significant reduction in healthcare costs with palliative care consultations in the ICU.32

The barriers to palliative care delivery in the ICU are well articulated in the literature.8,33-36 Documented
challenges include unrealistic patient and family expectations and disagreements between patients and families
and the ICU team about goals of care8; variable provider attitudes about the role of palliative care37; differing
opinions about what specific triggers should be used for automatic palliative specialist consults36; nurse and
physician disagreement about whether bedside nurses can request a palliative specialist consult36; inadequate
support for junior physicians during end-of-life decisions37; disagreement among healthcare professionals about
who can benefit from palliative care36; identification of the best strategies for integrating palliative care in the
ICU8,33; and limited metrics to evaluate palliative care integration and collaboration in the delivery of ICU
care.15 Some of these barriers were apparent in our scenario—specifically, unrealistic family expectations and
inadequate communication and collaboration among the team about how to deliver palliative care to Henry and
Betty. And yet, there is a paucity of literature on how to overcome these identified barriers.

UNDERSTANDING AND IMPROVING PALLIATIVE INTEGRATION
There are a number of research directions that could expand our understanding of the impact of palliative
care and successful strategies to improve the integration of palliative care in the ICU. Capturing patient and
family experiences is a critical step to guide palliative care improvement in the ICU. However, there is limited
literature exploring patient and family perceptions of palliative care in acute care,38 and to our knowledge, there
are no such studies specific to the ICU setting. Important family outcomes, such as family resiliency, meaningmaking, and engagement in decision making, may be influenced by palliative care yet remain inadequately
explored in the adult ICU context.39-47 There is evidence that patients' preferences for care change over time as
their conditions worsen,48 suggesting the need for research about how to best elicit evolving care preferences. It
is also important to increase our understanding of the expectations and experiences of ICU professionals as they
deliver primary palliative care or involve palliative care specialists. This knowledge could bridge the translationto-practice gap by promoting strategic palliative care delivery to decrease suffering among patients, families,
and healthcare professionals who are working toward family-engaged palliative care.
With their constant presence at the bedside, nurses may be best positioned to assess unmet palliative
care needs of seriously ill patients and their families.49 Families develop strong bonds with ICU nurses and share
important information that can enhance the decision-making process. However, the unique contributions that
nurses make during complex decision making in the ICU have not been fully explored.
Another important direction for research is the role of palliative care specialists and clinical ethics consultants in
supporting ICU team members, especially nurses who spend 12 or more continuous hours with patients and
their families, during challenging patient cases. To develop effective interventions to integrate palliative care in
the ICU, we need to know how ICU teams conceptualize and operationalize primary palliative care. Furthermore,
understanding the decision-making processes among ICU teams about when and why they choose to
consult palliative care specialists is key to overcoming many of the identified barriers in the literature.
Collaborative palliative care delivery is a critical direction for further study and translation to practice. Intensive
care unit teams that consider palliative care specialists as collaborators, rather than “consultants,” recognize
that palliative care specialists can support them in their mission to elicit patient and family understanding of
illness, care preferences, hopes, worries, and values. Collaboration can enhance team members' perception of
support during challenging cases. For example, junior physicians report that nursing colleagues and palliative
care specialists are important sources of support.37 Valuable insights about palliative integration could result
from further study of ICU teams that successfully deliver collaborative palliative care and actively partner
with palliative care specialists throughout a patient's illness trajectory. Patient and family care is more effective
when delivered by an interprofessional team where the unique role and expertise of each member contribute to
holistic patient care.50 In Ma et al's study,27 the early palliative care intervention was delivered by a palliative

care team composed of a physician, fellow, nurse practitioners, social worker, and a chaplain. This
interprofessional team followed enrolled patients throughout their hospitalization; thus, this comprehensive
patient and family support may have contributed to the positive outcomes found in this study.

PROMOTING STRATEGIC PALLIATIVE CARE DELIVERY THROUGH A
COLLABORATIVE FRAMEWORK: SUGGESTIONS FOR PRACTICE
It will take concerted efforts from multiple stakeholders to increase patient and family access to palliative
care in the ICU. To improve palliative care delivery for all patients and families, ICU teams need to articulate and
document the primary palliative care support they provide and how patients and families respond to these
interventions. The following are suggestions for ICU teams, healthcare organizations, researchers, and policy
makers to reach the important goal of collaborative and integrated palliative care in the ICU.
ICU teams:
1. Normalize interprofessional input, especially from nurses, on goals of care and the decision to consult
with palliative care specialists.
2. Engage palliative care specialists in ICU rounds and/or conduct debriefings on challenging cases51 to
support ICU teams.
3. Involve palliative care specialists in simulations to train ICU teams in the delivery of primary palliative
care.
Healthcare organizations:
1. Invest in more palliative care specialists who can train ICU teams to deliver primary palliative care and to
promote consultation with palliative care specialists for complex cases.
2. Develop organizational practice guidelines and policy statements based on the National Consensus
Project Clinical Practice Guidelines for Quality Palliative Care.2
3. Use reliable and valid instruments to measure the quality of palliative care in the ICU, such as those
created by the Robert Wood Johnson workgroup.52-54
4. Create comprehensive process and outcome measures related to palliative care delivery that are
meaningful to patients and families, healthcare professionals, and healthcare organizations.
Researchers:
1. Conduct cost-effectiveness studies55 on the impact of palliative care interventions in the ICU.
2. Conduct exploratory studies with ICU teams about their understanding of and experiences with
collaborative primary palliative care.
3. Use qualitative and quantitative methods to capture and measure the impact of primary and
specialty palliative care on ICU patient and family outcomes.
Policymakers:
1. Develop nationally accepted benchmarks to compare the quality of palliative care delivery across
healthcare organizations.
2. Create a merit system to designate high-performing hospitals and reward them with federal and state
financial compensation.
3. Create financial incentives for healthcare professionals to train to become palliative care specialists.

Call to Action: Translate Evidence Into Practice to Integrate Palliative Care in the ICU

Nurses can respond to this call to action by engaging provider colleagues in identifying missed opportunities to
deliver primary palliative care and also to partner with palliative care specialists. With their expertise in
interprofessional collaboration, palliative care specialists can share strategies with ICU teams about how to work
through conflicts collaboratively during challenging patient and family care situations. Nurses are well positioned
to lead and support interprofessional ICU teams through the process of palliative care integration.

CLINICAL IMPLICATIONS
•
•

•

Palliative care specialists have the expertise to train and mentor ICU teams to recognize opportunities
where ICU healthcare professionals could collaboratively deliver primary palliative care.
Intensive care unit teams could provide more comprehensive support to patients and families if they
partnered with palliative care specialists in their day-to-day practice (rounds, debriefings, and family
meetings).
Engaging all stakeholders in ongoing dialogue about palliative care improvement could galvanize a
culture shift in the ICU toward palliative care integration.
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